THE DIVRION OF ReEALTR UF MISXUUNI 6280

5. No.300
e }-,LED MAR 7_ igss STANDARD CERTIFICATE OF DEATH Sate File Noveromoermromermme.
"BIRTH NO.____ -~ REG. DIST. NO. _LZZ_ PRIMARY REG. DIST. NO.../ @ OX o Registrar's No. ._,_....Qﬁ_s
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If inatitution: residence befors
a. COUNTY : a. STATE I b. COUNTY adumission).
\.7/30/(50” Missoury QJA?QHJJN
b. CITY (If outolde corpurata limits, write RURAL and give ¢. LENGTH OF ¢, CITY (If ocwilde oorporate limits, write RURAL azd givs towmbip)
QR C, wownship)| ST, Yun mh place) H 0 Q
.‘ o N3 vsas Clrry e j_om  Nansas (rry 0
| d. FHIO.SLPIIH_'&;J'!_E OF (1f not in boapltal or ton, give strest add d'AsnrgtREEsrs (1f rora), give lacation) \ l
WETiTition AMacoTrE YU k.rwe_é@m 9/8 Mopronw Avenus
3. I:I;IEACME oulr: & (First) b. (Middie) . (Last) s, Ds}-g (Moath) (Day) (Year)
(o Py ROSA Swantoirzen! o Fem )3.7¢053 .
5. SEX , 6. COLOR QR RACE | 7. m&z&g. NIE\\%EC 'EQREIEE:‘; 8. DATE OF BIRTH 9. :'?E Un yean( v oo | s |7 eoon u o
- & (Bpacity; ours [ Mia,
E 1Tk widowsd 3 {Mey 21, 1887 B [ |
10a. USUAL OCCUPATION (Otwwkind of work | 10b. KIND OF BUSINESS OR IN. | It BIRTHPLACE (11, sad State or Forsign Country) 12, CITIZEN OF WHAT
B85 (4131:1:1°£6 « - Ittt OUSTRY | Harrisonville, Missouri 5] COJNTSR.V:Q
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF WUSBAND OR WIFE *
James W. Bricken ) | BElizabeth Francis Grover C.
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" § SIGNATURE OR NAME ADDRESS
(Yes, Do, o unknown) | (1 yom, #ive war or dutes of servics) (57 ] =22=8700NC- | D. R. Bricken, 918 Norton, K.C.M0.
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
- Enter onty anecanseper | 1. DISEASE OR CONDITION _ . . ONSET AND DEATH
1ins for (8), (b), ond (¢ | D'RECTLY LEADING TO DEATH*(y) o Arn B @ THhn s tart ) ] 2 & hao
*This doer et mean | ANTECEDENT CAUSES X

— .
the mode of dying, such | Morbid condltions, if eny, gioing DUE TO (b _C2nefrald 6 REng Sel0 o1y
a8 heari faflure, axthenia, | rise to the aboce cne (&) stating B

the underlying cause last. - =L .. N E
ete. It means the diz-

east, infury, of complicg. DUE TO (") ‘% 3 LX
Hon which caused decth, | 11. OTHER SIGNIFICANT CONDITIONS' -

Conditlons contributing (o the deaih but not : At , '
i e Bivanae o comdtionring death, P S[f-s "‘4(?'4"1 v sl
.

19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION - .- " - ’ 2. AUTOPSY?
. TION
. _ ves [ wo [
21a. ACCIDENT (Bpucity) 21b. PLACE OF INJURY (sx.. foorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) . (STATE)
SUICIDE boma, [arm, {actory, sireet. ofios bldy.,et0.) R . -
HOMICIDE ) . .
21d. TIME (Moath} (Day) (Year} (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF ° . WH[LEAT MOT WHILE
INJURY - ATWORK

zz.IherebycerufythazIaumdedthedecmudfrom S =y 19520 _3- /B 1953, that 1 last saw the deceased
gliveon 2=/ ___ 1953, and that death occurred at M-m ., Jrom the causes tmd on the date staled above.

2. SIGNATURE Martin Je Mueller (Degreecrtitel’)| 230. ADDRESS 2. DATE SIGNED
M @A Tonan T muﬂaﬂ m. oM ?3‘/{?—4\_?'{,& Bl 8 o B I AV PN
'nu'du URIAL, CREMA- | 24b, DATE ' 24c. NAME OF CEMETERY OR CREMATORY ‘y& LOCATION (Oity, tojrn, or county) (Gtate)
mﬁ""’ 2-14=-53 Freeman Cemetémy Freeman, Missourd

WRITE PLAINLY—USING ﬂINI;ADlNG BLACK INE--MAKE A PERMANENT RECORD

DATE REC'D BY L(xEAGL Rl RAR'S SIGNATURE 25° FUNERAL DIRECTOR'S S| TURE , / A&EQS 8
2 /¥ .53 ; : YA MQ’MM

(Licensed *s Statement off Reverse Side)




gy S

STATEMENT BY LICENSED EMBALMER

[ hereby cérliiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ereeceee.

Studont Embalmer No.

working under my personal supervision.

SEUTONT sresranrncbenaansasnassosssenss SimeM‘)‘é‘}o‘})\

Studcnt Enbalwor
Licensed Embalmer Nn”{ 1?/-2_.

P, 0. AddressiBastdg & % :

Note: The ebove M'UST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failute to comply with
the above constitutes grounds for revocation of license.) i
I this body is not embalmed, fact should be so. stated above.




